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ABSTRACT
There are many diverse factors that can affect the health of a population.
Competing theorists tend to focus on the biological view that health problems are
genetically determined and influenced by personal factors versus the structural notion
that social and economic forces primarily determine population health. Numerous
American studies reflect the prevalence of health care disparities affecting minority
American's. These disparities are similar to the experiences of Canadian immigrants and
aboriginals as both are rooted in historical and contemporary inequities that can be traced
back to legalized segregation and oppression. Much o f American social and economic
life remains ordered by race and ethnicity. Within the context of American health
outcomes, cancer survival studies have demonstrated that people of colour experience
poorer prognosis. Breast cancer, a sentinel health outcome, is a disease known to result
in successful prognosis when prevention/education, adequate screening, treatment and
follow up are provided. A comparison of retrospective and prospective Canadian and
American breast cancer studies reveal great variability in health delivery and outcomes.
In particular, American studies show differences of female breast cancer based on race,
and socioeconomic variables. Much is yet to be learned with respect to minority breast
cancer survival outcomes in Canada. Research has shown that Canada's universal single
payer health care system may explain survival advantages when compared to the
American managed care system, where cost containment and welfare reform has had a
tremendous impact on the accessibility of medical care and treatment for minorities.
Social policies could solve racial inequities in health outcomes on both sides of the
border.
Key words: institutionalized racism, health care, health insurance, socioeconomic factors,
social policy, Canada, United States, breast cancer, survival, systematic review, meta
analysis.
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Introduction
The health of a nation is intimately connected to how its health care system is
financed and delivered. Over the past decade or so, reformers in the United States and
Canada have sparked cross-border debates regarding the cost-effectiveness of health
care that have been consistent with conservative social welfare reforms. The trend has
been to emphasize health care costs rather than benefits or outcomes. In Canada,
citizens have a universally accessible, publicly funded health care system that was built
on the premise o f ensuring equal access to medically necessary care. However, for
years now, the Canadian governments— federal and provincial—have debated the
sustainability o f the Canadian Medicare system, arguing that health care costs are
escalating, service quality declining, and public investment dwindling. Cutbacks in
health care spending, user fees and potential movement toward a two-tiered health care
system have appeared most prevalently in such discussions of possible ways to address
Canada's Medicare “crisis.” It is stunning indeed, from a scholarly point of view, how
little empirical substantiation ever enters into such policy discussions. At this point,
one may legitimately wonder: What would be the effect of asking individual Canadians
to pay more “out o f their own pockets” at various access points to the health care
system? Might not such a policy “solution” quite naturally lead to another, even more
serious problem that would seem the antithesis of Medicare’s value-base? That is,
would not access to health care become increasingly related to one’s ability to pay for
it, and therefore, all but guarantee increasingly inequitable health care in Canada?
Some Canadian health care reformers have been advocating for the adoption of an
“Americanized” market type approach to health care. However, relevant American
research literature has clearly demonstrated the limitations of market-based approaches.
The American multi-tiered system of financing health serves those who are most capable
of purchasing health care plans that are now prevalently owned and operated by private,
for-profit, corporations. Historically, Medicare and Medicaid represented enormous
advances in American social welfare policy because for the first time they formally
opened the American health care system to other than the privately insured. Medicare, a
federal health care program for older people, is set up in such a way that older people
must purchase additional private insurance packages—Medigap insurance—to assure
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themselves of the highest quality health care. Medicaid, another federal program,
essentially for the means-tested poor, finances a defined set of health benefits. This
program, however, does not reimburse physicians or hospitals at the same rates as the
best private insurance provides do. Extant evidence has suggested that such low-income
Medicaid recipients (among whom racial/ethnic minority group members are
overrepresented) tend to receive care that is similarly less costly and sometimes known to
be less effective than the care offered by their privately insured counterparts. Those who
are privately insured also receive a consistently higher quality of care than those who
have no health insurance (Institute of Health, 2003). Canada is not without its health
inequities. Evident disparities have been explained by regional and community
phenomena. In addition, not all aboriginal peoples have equal access to health programs
and services due to residence and the lack of government funding to Aboriginal health
care. These disparities reflect underlying economic, demographic, and cultural realities
such as the relative poverty or affluence of different regions, the degree of urbanization
versus rural/remoteness, and the ethnic composition o f these diverse places (Romanow
Report, 2002). Aboriginal peoples seem to have particularly suffered for Canada’s
legacy o f colonialism and more recently literature has focused on the ill health effects of
stress and poverty experienced by Canada’s immigrant populations.
The era o f conservative welfare state reforms in both Canada and the United
States occurred contemporaneously with increasingly popular "conservative" social
scientific theorizing (e.g., Hemstein & Murray, 1994; The Bell Curve). Such theorizing
emphasized personal and genetic determinants of a myriad of interrelated personal and
social ills, including health problems. Some theorists such as J. Philippe Rushton even
brought race, a personal characteristic that is hypothesized by him and many others to be
a biological (genetic) construction, into the centre of their global theories of human
behaviours. Much of this camp’s research focuses on various manifestations of "social
disorganization" - criminal behaviours to psychopathologies - and explains their greater
prevalence among minority racial groups in terms of genetic predispositions. Essentially,
the darker ones skin tends to be, the more predisposed one is to have an illness, along
with a host of social, familial, and individual health problems. If true, the policy
implications o f such a conservative theory would clearly be quite bleak for many, but
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utterly hopeless for North America's people of colour. Alternatively, social-structural
theorists have emphasized the importance of socioeconomic determinants of health
problems. Access to key opportunities or life chances, which tend to be highly associated
with socioeconomic status (SES) in North America, is central to such theorizing.
Observed racial differences are thought to be reflections of socio-political phenomena,
rather than racial effects. "Institutional Racism" may exist in capitalist societies where
the economically advantaged tend to benefit from opportunistic life chances. Institutional
racism, whether by overt or covert measures operates in ways to place minority group
members in subordinate positions, thus lessoning their "life chances". A "life chance",
according to Sociologist Max Weber, refers to "fundamental outcomes such as happiness,
success and wealth. Life chances are determined by economic forces, in particular by the
power to exchange materials and skills for income in a labour or commodity market.
Theoretically, those who have similar life chances are ranked in the same hierarchy of
social class. Theories o f class and race identify that minority groups tend to
disproportionately occupy the lowest strata of the class system with the white nonHispanic at the top. The latter controls the mainstream and the various institutions that
operate within the society. One of the more debated theories concerns the relative
importance o f race and class in shaping the reality o f African Americans and other
minority groups. In his book, The Declining Significance o f Race, W.J. Wilson (1978)
theorized that following the civil rights movement, black "life chances" were determined
by "class stratification" as opposed to "racial stratification". Wilson concluded that there
is a segmented job market for African Americans and that an underclass exists that can be
characterized by female-headed households, with high rates of unemployment and
extreme poverty. Wilson's theory closely resembled that o f Weberian thought. Wilson
argued that the black middle class closely resembled that of whites thanks to
advancements in white-collar occupations and affirmative action programs. Other
theorists contend that through evolutionary processes of assimilation, acculturation,
competition and struggle, individuals of less favoured races have moved into positions of
power (Unequal Treatment, p.455). Alternatively, "The Discrimination Model" focuses
on the social and institutional practises that discriminate against members of one group
(that favour members of another), undermining the "level playing field" (Hermstein, p.5).
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Minority members often experience high rates of unemployment, poverty,
substandard housing, and poorer health outcomes. When black populations are compared
to white, racial differences in socioeconomic position remain. Black people in the United
States fall into demographic categories with higher rates of economic deprivations, for
example, female headed families, residence in central cities and poverty areas and people
with lower educational attainment (A Common Destiny, 287). These social issues might
better be addressed by equitable policies aimed at the reduction of poverty. This study
aims to advance understandings about the relative weight of life chances and
race/ethnicity.

Generation o f the Idea for This Study
Given the state of health care policy flux on both sides of the Canada-United
States border, it is surprising how little we systematically understand about the relative
affects o f their respective health care systems. This study will use breast cancer survival
as a sentinel health outcome. It will also use Canada and the United States as a policyinstructive international comparison. These two very large and resourceful, developed
western countries share the largest common border in the world, and though they share
numerous cultural similarities, they finance and deliver health care in very different ways.
Breast cancer is relatively common over the life course, and is of great life space and
public health significance. One of every nine North American women will experience
such a diagnosis in their lifetimes. Also, it is a form of cancer with a relatively good
prognosis, particularly when the diagnosis is made early and when the best available
treatments are then received in a timely manner. In other words, breast cancer is an
illness where healths care access and effectiveness matters. Breast cancer, also seems to
be an illness where various racial and social inequities are evident in the American health
care system. Women of colour and relatively poor women, for example, seem less likely
to survive for five years or more than wealthier white women are. Such survival
disadvantages may also be related to various under- and uninsured statuses in the United
States. A systematic review of breast cancer survival in Canada and the United States
may help enhance our understandings of the sources of health care inequities, and
therefore, better recommend health care policies on both sides of the border.

4
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The purpose of this study is to critically examine factors associated with racial
and social disparities in health care, specifically in relation to female breast cancer
survival. Studies on this topic have abounded over the past generation or so. Scholarly
debates flourish on both sides of the border as to, for example, the relative importance of
tumour biology (innate, biologically-mediated, largely genetically determined factors)
and various social/structural factors such as the way various life chances (e.g., for
adequate health care, education, income, etc.) are distributed in societies. These are
intimately connected to debates on how race/ethnicity is related (or not) to health care
accessibility and effectiveness in various diverse North American places. Therefore,
there seems a great need to take pause to integrate, empirically summarize and critique
this field’s extant knowledge base. This study proposes to do so by the means of a meta
analysis o f this field’s rich, but as of yet, un-integrated population o f studies. Meta
analysis is essentially a set of quantitative literature reviewing methods that can be
helpful in systematically organizing, summarizing, analyzing and interpreting a given
field’s research literature. A sound meta-analysis can often provide a sophisticated
empirical response to practical policy debates that tend often to be dominated by the mere
ebb and flow o f political tides. It will provide an analytic opportunity to sort out the
relative weightiness o f institutionalized racism and classism in the American and
Canadian health care systems.

Literature Review

Social Construction of Race and Institutionalized Racism
The term “race” has been around for quite some time in the social and natural
scientific literatures. Racial groups are often referred to as lineages to biologically
distinct groups o f people; labels used to describe certain consistent, genetically-based
patterns o f behavioural and health differences (Rushton, 1988). Observations of such
differences have been presented as evidence that African Americans, for example, are
fundamentally inferior to white people in their physiologies, and so, more susceptible to a
diverse array of diseases. Various conservative theorists have recently brought such
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scholarship on the biological-genetic-evolutionary explanations of racial group
differences into both the American and Canadian political arenas (e.g., Murray &
Hermstein, 1994, The Bell Curve; Rushton, 1998). Such theories have provided one
cornerstone o f contemporary North American social welfare reforms. They argue that
the poor and people of colour experience personal and social difficulties due to biology.
Such claims of biological determinism have been used by policy makers in order to reject
or terminate social programs such as the 1970’s rejection of the Equal Rights
Amendments in the United States. (Mullaly, 2002). Alternative social-structural theories
have focused on such oppressive factors as the more prevalent experiences of poor
education, poverty, and other socioeconomic-based stressors among people of colour.
Social disadvantages that are related to a relative lack o f opportunities for people of
colour, rather than their genes, are advanced as explanations for their poorer health
statuses. In 1983, Banton noted that race relations are distinguished not by biological
significance of phenotypical features but by social use of these features as signs
identifying group membership and the roles that people are expected to play (A Common
Destiny, 565).
The post modem theory of social construction undertakes the task o f defining how
to conceptualize and construct societal conditions. Constructionism reflects the social
context as integral in the construct of ones reality and culture. The dominant society has
created race as products o f social thought and relationship. Race is not objective, inherent
or fixed. In defence of racial construct, Rodkin (1993) argued that race is best
understood in conjunction with structural formulations. Thus race and SES jointly
influence stereotypes within differing historical and cultural contexts. This implies that
race is a social construct and differences are created by society. Hence, this theory
suggests that racial differences on various indices would differ if adjustments were made
for SES. In essence, race is a label that describes human difference on the basis of
physical characteristics, and this definition has social consequences attached to it
(Satzewich, 1998). The demographic variables (race, class and gender) used alone or in
combination, have an effect on a group’s identity, experiences or socioeconomic position.
Undoubtedly, race is a culturally determined hierarchal human ranking system embodied
in the western world. Those at the top often have the best physiological and
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psychological health while those at the bottom often suffer the adverse effects of poorer
health outcomes (Byrd & Clayton, 2002).
Theorists state that it is time to move beyond using the term “race” as a biological
category to explain racial and ethnic disparities in health. Our racial categories are more
alike than different in terms o f biological characteristics and genetics, thus biology alone
cannot explain health disparities (Williams, 2002). A persistent expression of racism
(societal, institutional, and interpersonal) identifies those social groups whom racial
inequality harms or benefits (Kreiger, 1999). Research may enhance our understanding
by investigating how people embody experiences of racial discrimination, including its
economic toll and how this impacts health and well being. This research opportunity
focuses on health disparities and minority women. Current research indicates that women
(predominantly white middle class) who come from higher-class backgrounds tend to
enjoy healthier life experiences and more positive health outcomes when compared to
minority women. Aboriginal women tend to occupy lower positions on the class scale
and they suffer a myriad o f physical and psychological health problems. In Canada,
Aboriginal women have less social and economic supports; they are at the bottom of the
class system and have little hope of ever leaving it (Mullaly, 161).
Understanding the impact of institutionalized racism is fundamental in raising
awareness about the prevalence of health disparities. Institutionalized racism may
explain differential access to social resources and opportunities of society by race.
Insurance status in the United States and Canada. Some evidence suggests that
health care opportunities over the life course, such as access to and maintenance of a
relationship with a primary care physician is probably related to early identification of
health problems, including a developing cancer (Gorey et al., 2000). Early detection is
the single best predictor of a woman’s expected years of survival following diagnosis,
and having a useful and consistent source of care has been demonstrated as being
significantly associated with mammography and screening (O’Malley et al., 2001; Selvin
& Brett, 2003). Access to health care is indirectly associated with where one lives
geographically and ones social and economic status or position (Gorey et al., 2003).
American studies tend to show a positive correlation between a persons health insurance
status and socioeconomic status. Contrary to this finding, Canadian samples tend not to
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show this correlation. Canadians are granted universal health coverage, which is not
dependent on whether or not a person can afford health care. However, due to recent
reform, Canada's health care system has embarked on restricting access to specialists,
reducing the number of medical graduates, closing hospital beds, and de-insuring certain
medical services (Gratzer, 1999). In addition, Canadian Aboriginal peoples receive
health services based on their native status and place of residence, which determines what
health services one is eligible for. This has created a patchwork of health services from
province to province (Li, 1999).
A report from the Institute of Medicine (2003) indicates that 41 million
Americans lack health coverage; costing 99 billion in health expenditures. In addition,
racial and ethnic minority Americans are significantly less likely than white Americans to
possess any type o f health insurance and have poorer health. The problem is more acute
for the working poor and those who have no employer based insurance. Lack of health
insurance is the most significant barrier to care. The probability of being without health
insurance coverage for African Americans is .228, compared with .175 in the general
population (Smedley et al., 2003).
Health insurance influences the type of care an individual receives. In the case of
breast cancer, lacking health insurance and having Medicaid as an insurance provider has
been associated with differential treatment plans and poor cancer outcomes (Bradley et
al., 2000). Physician's responses to the poor and underserved have been documented in
the literature as being connected to health insurance coverage. In a national survey of
physicians (N = 1124), 35% reported having "sometimes" not offering their patients
useful services because o f perceived coverage restrictions (Wynia et al., 2003). In both
countries, cultural and linguistic barriers are also prominent factors yet many physicians
never receive cultural competence training. Imbalances between service delivery,
resource availability in rural and urban areas, and a lack of primary care physician and
specialists limit and distort access to care. Collectively, these factors can lead to
postponement of physician visits, reliance on home remedies or over the counter
medications, presentation of later staged disease, lack o f access to specialty services,
reliance on emergency rooms, and distrust in the health care system by minorities
(Physicians for Human Rights, 2003).

8
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Socioeconomic status and breast cancer survival. Research indicates that
differences in income, education, occupation and place of residence exist amongst those
of different ethnic origin who have a diagnosis of breast cancer. Trevino (1999)
demonstrated that uninsured minorities are often the poorest, least educated, and most in
need of health care of all minorities, and when such minorities have health insurance,
they do use available services.
Higher rates of poverty exist among black female populations when compared to
white females. A number of structural explanations have been used to explain this reality.
African American families are disproportionately headed by women and face a double
disadvantage o f experiencing unemployment and lower wages (Healy, 2003). In 19971999, the median household income among white Americans was $41,591, as compared
with $26,608 among black Americans, while 1999 poverty rates were 9.8 % and 23.6 %
for white and black Americans, respectively (Krieger, 2002). In African American
communities, poverty and lack of sufficient medical insurance has created socioeconomic
barriers to health care access, resulting in more advanced stages of disease at initial
diagnoses and a corresponding increased mortality rate (Newman et al., 2002).
Alternately, in an attempt to test the persistent hypothesis between higher socioeconomic
status and a longer life span, a positive correlation between socioeconomic status and
preventative practices was found to be true (Link et al., 1998).
Using data from the Surveillance, Epidemiology, and End Results Program
(SEER), O’Malley et al. (2002) identified 10,414 white, 940 black, 1100 Hispanic, and
1180 Asian females diagnosed with breast carcinoma in the Greater San Francisco Bay
area between 1988 and 1992. After adjustment for clinical, demographic, and census
derived SES variables, black women continued to have significantly poorer survival rates
after breast carcinoma compared with whites, whereas the survival of Hispanic and Asian
women did not differ from whites. Comparatively, Newman et al. (2002) conducted a
meta-analysis o f 14 studies involving over 10,000 African American and 40,000 white
American patients with breast carcinoma. This study revealed that SES may be a strong
predictor o f breast cancer survival.
Another study, a literature review based on 13 single institutional and clinical
studies, revealed that when black and white patients received the same quality and type of
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care, and when prognostic variables are controlled for, survival levels remain the same
(Cross, Harris, & Recht, 2002). Alternatively, one study found that medical insurance
does not improve the probability of early diagnosis for black women, thus suggesting that
other factors such as tumour biology may be a more accurate cause (Decker & Rapaport,
2002). However other studies refute this theory. For example, a retrospective review of
breast cancer cases in the Department of Defence Central Tumour Registry evaluated
differences in survival patterns between black and white women treated in United States
military health care facilities. An important control variable worth noting here is that
cancer treatments are standardized in Department of Defence medical treatment facilities
which would suggest equitable treatment distributions. The records of 6577 women
(5879 white and 698 black women) between the ages of 19- 97 years were diagnosed in
1975-1994. After adjusting for age, stage, demographic and clinical variables (such as
tumour biology/characteristics), and black women continued to have a higher mortality
rates than white women (Wojcik, Spinks, & Optenburg, 1998). These studies point to
differences in scholarly outcomes regarding the effect o f health insurance on race and
breast cancer survival. A meta-analysis may advance our understanding and empirically
resolve such debates.
Although many American studies point to an association between breast cancer
survival and socioeconomic status, the same association is not apparent in Canadian
samples. Canada is ranked amongst the top three countries of the world for overall living
standards. However it is a highly stratified society, with its own disparities in wealth,
income, power and prestige. Canadian poverty trends have conformed to global tides of
increasing unequal wealth distribution. The Canadian government has been described as
walking the middle ground between the welfare policies of Europe and the hands off
approach of the United States (Fogden, 2003). As such, inequalities of wealth and
income produce differential life chances for the poor that include those of different
ethnicity. For example, aboriginal peoples have the highest rates of poverty, poor health,
and debilitating living conditions (Li, 1999). In addition, poor Canadians with low levels
of education are likely to have poor health status and die prematurely when compared to
individuals with higher incomes (Kirby, 2001).
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Breast cancer stage. Stage is a clinical-diagnostic and surgical-pathologic
construct that is defined by specified parameters found on clinical examination of the
patient, on diagnostic testing, and on surgical pathologic evaluation, which are used to
determine the extent of disease at diagnosis. It is a health indicator or measure of disease
status used by clinicians, epidemiologists, and researchers to assess prognosis, plan
treatment and evaluate outcome (Hunter, 1999). There are a number of risk factors
associated with the advanced stages of disease with the more prevalent being the lack of
primary care in the United States and the apparent delay/waiting time for care in Canada.
Although black women have lower incidences of breast cancer than white women,
they do have less favourable outcomes and more advanced disease than at the time of
their diagnosis. An American study investigated the correlation between survival and
grade, stage o f disease and tumour size for black and white women (Henson, Chu, &
Levine, 2003). Survival was represented by 6-year breast cancer specific survival rates
for women younger than 50 years and those who were older. The results indicated that
black women, regardless o f age had higher grade and larger size tumours when compared
with white women. Furthermore, black women tended to present with more advanced
stage estrogen negative receptor tumours at diagnosis when compared with white women
(Joslyn, 2002). Some theorists contend that it is not biologically plausible for genetic
differences alone to play a major role in racial and ethnic health disparities. Rather, there
are interactions between biology and socially determined exposures that can lead to
adaptations that contribute to population differences in health determinants (Williams,
2002). One contemporary understanding is that at least one component cause of breast
cancer is genetic - an oncogene. However, every woman with such a "breast cancer gene"
does not get breast cancer. Some such cancers seem to develop quite early in life (20 to
40 years o f age), while others do not arise until much later in life (65 to 85 years of age).
Many o f the breast cancers that develop very early in life seem to have at least one wellknown environmental cause (e.g., pesticide exposure; Brophey et al, 2001). This seems to
be indicative of a gene- environmental interaction; genes, after all, are always expressed
in environments (Rothman &Greenland, 1998; Wilson, 1999). It seems that early life
exposure to a toxic environment may cause the earlier expression of breast cancer
oncogenes. Singular genetic and innate explanations regarding certain health problems
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result in personal and political ramifications. Personal genetic explanations diminish a
person's capacity to choose and feel accountable for choices. Thus, individuals are
vulnerable and helpless victims of biology rather than wilful agents with some control
over behaviour. Politically, biological determination feeds public policy debates in the
belief that government interventions do not work well and society cannot restore ones
health due to genetic predisposition (Wray, 1997). This meta-analysis will serve to draw
practical empirically based conclusions regarding the affects of race, stage and
socioeconomic status on breast cancer survival. It may resolve some of the conflicting
theories and assumptions and provide an integrative explanation of the factors affecting
breast cancer survival in Canada and the Unites States.
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Research Questions
The findings o f this field’s rapidly expanding research base have not yet been
systematically integrated. Keeping up with the knowledge and various understandings
produced by this field’s more than 130 study outcomes over the past 20 years or so can
be a daunting, if not an impossible task for even the most diligent o f scholars or health
care decision makers (Gorey, 2001b). Unsystematically reviewing this field’s studies;
studies o f diverse peoples and places that have been accomplished with diverse research
designs (that have produced often seemingly conflicting outcomes); can lead the public,
policy makers, and even social scientific and biomedical researchers to rely too heavily
on their own world views as interpretive aids. For example, as is often the case in both
scientific and political arenas, one can always emphasize a few study outcomes that tend
to support one’s theoretical or political position. Again as is often the case, one can even
choose to ignore that these may be the studies that have used the most suspect research
methods. Clearly, the great life space and practical significance of this field’s central
issues—the equitable distribution and effective use of health care resources in Canada
and the United States—make it imperative that we do better than that. This study will
systematically review and empirically integrate this field’s knowledge by the means of a
meta-analysis of its study outcomes. This meta-analytic study aims to address the
following general research questions.

1. Is the life chance o f health insurance status associated with breast cancer
survival in the United States (and breast cancer stage at diagnosis and treatments)?

2. Is race/ethnicity associated with breast cancer survival (and breast cancer stage
at diagnosis and treatments)?
a) Are these associations stronger in the United States than in Canada?

3. Are socioeconomic related life chances associated with breast cancer survival
(and breast cancer stage at diagnosis and treatments)?
a) Are these associations stronger in the United States than in Canada?
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4. Is the affect of race/ethnicity on breast cancer survival primarily due to
innate/biological/genetic differences between so-called racial groups or alternatively, to
social/structural differences prevalently experienced by them (e.g., poverty, lack o f health
insurance)?

Methods

Meta-analysis is a statistical analysis of a collection of studies. Conceptually, it is
analogous to primary research, except that studies rather than people are the unit of
analysis. Its methodologies, for use in the social and biomedical sciences, have advanced
over the past generation or so contemporaneously with near exponential increases in
relevant research reports (Cooper, 1998; Cooper & Hedges, 1994; Glass, McGaw, &
Smith, 1981; Greenland, 1987; 1998; Light & Pillemer, 1984; Pettiti, 20G0). There is a
need in any field of study to periodically take pause to systematically integrate the field’s
extant knowledge. The scholastic and practical purposes of doing so are to clarify what is
known (e.g., to understand the clinical significance of a given intervention/treatment or
the practical affect o f a given social policy) and unknown (e.g., to understand what future
studies using which methods in which particular contexts are most needed) in a given
topical area of study. Methodologically sound meta-analytic methods can serve these
purposes well.
As with any research method, however, meta-analysis is not without its potential
pitfalls. These are intimately related to the duo concerns of all research methods: internal
and external validity. First, meta-analysis has been critiqued by epidemiologists and
others as the “garbage in-garbage out” metaphor (Shapiro, 1994). For example, the
simple averaging of the findings among a number of studies, some of which may be
relatively rigorous while others may have serious methodological flaws, will most
assuredly not add any helpful knowledge to a field. In fact, such a synthesis, that
regrettably is not uncommon among contemporary meta-analyses, can only serve to
further muddy a field’s scholarly and practical waters. Thus, this meta-analysis will
account for study methods in all of its syntheses of study outcomes. Secondly, if for
some reason a meta-analytic sample is not representative of the population of studies in
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the field that it attempts to review, then its conclusions would again be seriously
compromised. As with primary research, this potential meta-analytic flaw relates to the
well-known phenomenon o f researcher expectancy that can operate at any phase of the
research process, at conscious or unconscious levels. This study will use two critical
methods to protect against this particular threat to meta-analytic validity: (1) exhaustively
search and retrieve all o f this field’s published and unpublished studies; and (2) report the
meta-analytic sampling scheme and analytic methods in sufficient detail that they are
replicable by other researchers/meta-analysts. Exhaustive research literature searches will
be conducted for conceptually and empirically relevant independent studies for inclusion
in this meta-analysis. Its centerpiece will be a broad key word search of Medline over the
past 20 years (1984 to 2003). This field’s first study outcomes began to be published in
the mid-1980s. This was also a particularly policy-interesting period of time in which
for-profit managed care proliferated and prevalent under- and uninsured populations
increased significantly in the United States. Over the same period of time in Canada, per
capita federal contributions to health care spending as well as certain health care service
endowments (e.g., hospital beds, physician supplies, investigative and treatment-related
equipment) decreased significantly in some regions.
The Medline search will be augmented with interdisciplinary searches of other
research literature databases: Social Work Abstracts and Sociological Abstracts. The key
word search scheme will be as follows: cancer AND breast AND (survival* OR stage OR
treatment) AND (socioeconomic factors/status OR class OR income OR poverty OR
education OR occupation OR racial stocks OR race OR ethnicity OR inequality OR black
OR minority OR African American OR Aboriginal OR Native) AND (Canada OR United
States OR America). The reference lists/bibliographies of relevant retrieved study
manuscripts will then be searched for other independent studies. To provide some
measure of protection against potential publication bias a number of sources of
unpublished studies will be similarly searched (Rosenthal, 1979): Digital Dissertations.
relevant conference proceedings (annual scientific meetings of the 18 relevant
epidemiology/public health societies/associations recognized by the American College of
Epidemiology [3 based in Canada]), this field’s informal college (via thesis chair), as
well as searches o f the world wide web. Other inclusion/exclusion criteria are: (1)

15

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

studies are to be population-based, epidemiologic investigations (relatively small clinical
series will be excluded); and (2) a quantitative effect estimate such as the survival rate
ratio (scale-free comparator of the uninsured vs. the insured, racial/ethnic minority vs.
majority group members, or the relatively poor vs. the non-poor [see Analytic Plan
section]) is calculable from each study’s results. Qualitative studies and quantitative
studies that report their findings with insufficient analytic detail will be excluded.
Preliminary searches have indicated that such search procedures will likely produce SO
TS studies for inclusion in this meta-analysis. Each of the selected studies will have
observed the strength of a particular association within a particular Canadian and/or
American context: the strength of the associations of various social/structural
characteristics (race/ethnicity, insurance or socioeconomic status) or personal/biological
ones (tumour markers) with breast cancer survival (associations of these social and
personal characteristics will be similarly observed with breast cancer stage at diagnosis
and treatments). Each independent study’s findings (e.g., odds ratios, risk ratios, and
various regression model statistics) will be converted to a scale-free effect estimate—the
survival rate ratio (SRR)—through the use of straightforward epidemiologic and biostatistical techniques (Greenland 1987; 1998). It is this meta-analytic study’s central
statistic. The conversion of the diverse statistics that are typically reported in
independent studies into such a scale-free metric or summary meta-analytic statistic
allows for ease o f across study aggregation and between-study comparisons. A SRR
value of 1.00 represents the null, and study data will be coded so that values greater than
1.00 are indicative o f hypothesis support.
Within each research question domain (e.g., what is the association of health
insurance status with breast cancer survival in the United States?) the primary study
SRRs will be pooled and a summary SRR within a 95% confidence interval reported
(Greenland, 1987; 1998). Primary studies SRR are weighted by a function of their
standard errors (1/SE2). This means that larger, more powerful and precise studies, will
be weighted more heavily in such pooled analyses than will smaller studies. These are
this present meta-analysis’ main effects analyses. They will provide insights into the
practical strengths o f the associations of each meta-analytic independent variable (health
insurance status, race/ethnicity, socioeconomic status, tumour characteristics, and
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country) with each dependent variable (breast cancer survival, breast cancer stage at
diagnosis, and access to treatments). Such main effects are really just the first level of
synthesis in a sound meta-analysis. To extract more knowledge (of typically even more
utility than that apparent from the main effects) from this meta-analytic sample, further
syntheses must be performed (Cooper, 1998; Thompson, 1994)—moderator effects
analyses. Within each of the sub-samples of studies relevant to each o f this meta
analyses’ research questions (e.g., 10-15 primary studies) there will most assuredly be
ample variability on their SRR outcomes. To simply produce their weighted average
(main effect), though sometimes informative, can result in the loss of much more useful
knowledge. Within research question domains, primary study SRR outcomes will be
compared on other characteristics of the primary studies that may help to explain
divergent study findings. Study characteristics of typical interest are research participant
characteristics, research design characteristics, and various contextual characteristics
related to place (all such variables to be included in this meta-analysis are displayed in its
codebook [see Appendix A]). For example, it would probably be very interesting and
important to know if the pooled socioeconomic status-breast cancer survival main effect
was greater among younger, non-Medicare eligible (less than 65 years of age), women in
the United States than among older women. Similarly, if the pooled findings from this
field’s prospective cohorts studies were to be significantly different from the pooled
findings of its retrospective cohort studies, this would represent critical knowledge that is
imperative for understanding the extant research in this field as well as for planning
future, more valid and informative, studies. Furthermore, moderator explorations will
serve to aid in the interpretation of this study’s main effects as well as to facilitate the
precise exposition of this field’s future research needs.

Hypothesis

The following central hypotheses that test the predictive effects of race/ethnicity,
life chances, health insurance status, and tumour biology on breast cancer survival will be
systematically replicated on breast cancer stage at the time of diagnosis as well as on
breast cancer-directed treatments (surgery, chemotherapy, and radiation therapy).

17

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

1. Having health insurance as well as the quality of the health insurance coverage
are significantly and favourably associated with breast cancer survival [United States
(US) health insurance-breast cancer survival study outcomes will be combined].

2. Race/ethnicity (being African American [US] or Aboriginal [Canada]) is
significantly and unfavourably associated with health insurance status, life chances, and
breast cancer survival [race/ethnicity- health insurance status, life chances, and breast
cancer survival study outcomes will be combined separately within each country]. The
effect of race/ethnicity is expected to be significantly larger in the United States than in
Canada.

3. Lower life chances is significantly and unfavourably associated with breast
cancer survival in the United States but not in Canada [life chances-breast cancer survival
study outcomes will be combined within each country]. The effect o f life chances is
expected to be significantly larger in the United States than in Canada.

4. The affect of race/ethnicity on breast cancer survival is primarily a
sociological, rather than a biological phenomenon.

a) Biologically mediated, and probably genetically determined tumour markers,
do not differ significantly between African American, Aboriginal and white breast cancer
patients [race/ethnicity-tumour marker study outcomes will be combined].

b) The race/ethnicity-breast cancer survival association, adjusted for tumour
biological markers is significant, strong and unfavourable for the members of
racial/ethnic minority groups [race/ethnicity-breast cancer survival (tumour markeradjusted) effects will be combined]. The effect of race/ethnicity is expected to be
significantly larger in the United States than in Canada.

c) The race-breast cancer survival association, adjusted for health insurance
status and/or life chances is both statistically and practically insignificant [race-breast
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cancer survival (life chances and/or health insurance status-adjusted) effects will be
combined within each country]. The biological effect of race, per se. is expected to be
similarly nonexistent in Canada and in the United States.
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Results

Variables

Appendix B highlights the independent and dependent variables that were used in
this meta-analysis. The independent life chances variable was comprised o f three
subcategories: income, occupation, and education. The income category essentially
coded variables as high versus low income as defined by statistics Canada’s low income
criterion and the United States poverty index. Income and education variables were
measured in more than half o f the cases by such ecological aggregate measures as census
tracts (tertiles, deciles, and quintiles). Other studies evaluated SES by using the
Hollingshead measurement which combines education and income variables. Occupation
was coded into three separate groups: professional/managerial versus
administration/clerical; blue collar versus working class; and unemployed. The education
variable was coded according to level of education obtained; high school or less and
college. Education in some studies was coded according to tertile and quintile
measurements. The race variable was coded as either black or aboriginal or white. The
tumour characteristics variable coded for estrogen receptor positive and negative status.
Receptors are specialized protein molecules that reside within the body’s cells. Estrogen
travels through the blood stream matching to receptor sites on both healthy and cancer
cells. Many breast cancers are hormone dependent, and are fed by the estrogen hormone.
Without estrogen, cancer cells are not stimulated to grow. Late stage (tumour size
greater than 4 centimetres) and no lymph node involvement (indicating that tumours are
local and have not spread (metastasized) to other neighbouring organs or glands) were
also coded. The health insurance variables are defined as under/uninsured and the
privately insured. The under/uninsured groups are comprised of having no insurance,
Medicaid (insurance for the means tested poor) and Medicare (insurance for persons over
the age o f 65 which covers minimal health services).
The outcomes of interest were breast cancer survival, stage, treatment, and tumour
characteristics: all of which are noted as this studies dependent variables. Survival was
coded as a stand alone variable. Breast cancer stage was defined by the following

20

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

categories: historical (location of the tumour as being in situ (in situ implies that the
tumour is non-invasive, it has not spread to other areas and it is not life threatening if
treated on time), local, regional, distant); Clinical/TNM (T describes the tumour size, N
the status of the lymph nodes (lymph nodes are filters that cleanse the body of bacteria,
viruses and cancer cells), and M the extension of the disease to other sites or the presence
of metastasis (cancer spread to other regions) ). The TNM stage variable consists of
seven levels: 0 , 1, IIA, IIB, IIIA, IIIB, and IV signifying early versus late stage. In
addition, this study coded for Extent of Disease (EOD) as classified through the United
States Surveillance, Epidemiology, and End Results (SEER) program. The SEER
program is a large population based cancer registry linked to United States Medicare
claim files. Treatment was defined as the type of surgery performed (breast conserving
surgery (an operation that completely removes the breast tumour along with sections of
the breast tissue surrounding it), local excision biopsy), surgery with and without
radiation treatments (radiation involves high energy laser focused on the area of the
breast where the cancer is removed), adjuvant therapy (combination o f tamoxifan and
chemotherapy), chemotherapy (a systemic therapy that affects the body through the blood
stream; ridding the body o f cancer cells that may affect other body parts if not removed),
Tamoxifan (an anti-estrogen therapy that reduces the risk of breast cancer, and decreases
the chance of new breast cancer growth), no immunotherapy (treatment that uses certain
parts o f the immune system to fight disease including cancer), cancer directed treatment,
and combination (radiation, chemotherapy, and surgery). Tumour characteristics were
defined as being the number o f positive lymph node involvement (node positive implies
that cancer has spread to the lymph nodes), estrogen receptor negative status, tumour size
less than 1 centimetre and greater than 5 centimetres. Insurance status was coded as
private insurance versus uninsured. Covariates adjusted for in the analysis as well as the
place in which the studies were conducted are also outlined in appendix B.
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Characteristics of the Reviewed Studies

An exhaustive computerized literature search yielded a total of 63 studies that met
all of the search criteria and produced 300 study outcomes (N = 300). The studies were
coded using the analytic code sheet; the primary tool used to extract information (see
appendix A). The code sheet was used for the concise collection of data that made for a
thorough examination o f each article. Each article was coded by study identification
(publication year), research question/hypothesis, setting (country), research design
characteristics (retrospective/prospective cohorts, sample size, attrition rate, level of
variable measurement), co-variate adjustments, participant characteristics (age, place,
urbanity) and statistical outcomes. All of the coded studies are large, epidemiological,
population based studies. All o f the coded data was manually entered in to an SPSS
database for statistical computation.
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Table 1

Descriptive Profile of M eta Analytic Sample
Percentage Distributions
Study Characteristics
Participant Characteristics
Data Collection Year ("Median)
Before 1985
20.7%
1985 - 1994
58.3%
After 1994
21.0%
Range = 1973 to 1997
M = 1988.91
SD = 5.59

Country
Within U.S.
Within Canada
Both

82.7%
11.7%
5.6%

Research Design (Cohorts!

Age

Retrospective
Prospective

Less than 65
62.6%
65 and older
20.0%
General Population 17.4%

75.7%
24.3%

Life Chances Measurements

Urbanitv

Ecological(a)
Individual

Urban
Rural
Both

58.0%
42.0%

38.0%
0.7%
61.3%

Sample Size
Less than 1,000
8.7%
1,000-4,999
41.0%
5.000 - 9,999
18.6%
10.000 - Larger
31.7%
Range = 87 to 673,977
M = 20,030.03 SD = 63,149.45
(a) census tract-based.

Table 1 provides a descriptive profile of the each of the individual studies. Data
collection occurred between 1973 and 1997 (M = 1988.91; SD = 5.59). As previously
mentioned, this time period marked significant shifts in how health policy was financed
and delivered in the two respective countries. This period marked proliferation of a
business driven multi tiered health care system in the United States and a devolution of
health care services in Canada. In a time of great change, both countries presented health
care in very different ways. The majority of the studies (75.7%) are retrospective cohorts,
with the remainder (24.3%) providing prospective cohort data. Most of the studies were
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conducted in the United States (82.7%) followed by Canada (11.7%) or a comparison of
both countries (5.6%). Participant characteristics, such as female patient sample size
ranged from 87 to 673,977 CM = 20,030.03; SD = 63,149.45). All except one of the
studies compared African American women to white women with one Canadian study
comparing aboriginal health outcomes. Nearly all of the selected studies had more than
1000 participants in their sample, with the majority (60%) having more than 5000. Two
thirds of the women were under the age of 65 (62.6%) living in both mixed rural and
urban areas (61.3%). In addition, 42% of the studies measured life chances at the
individual level. However, 58% were ecological in this regard with almost all (98%)
evaluating life chances variables at the census tract level. It is not surprising that
ecological measures are used in such large, population based studies. They are used to
provide a rich, contextual picture of how such phenomena impacts upon a population.
Ecological measures are often used in such studies because North American cancer
registries do not routinely code for individual demographics such as socio-economic
variables. Many studies present the analysis of census based SES measures as defined by
Statistics Canada’s low-income criteria and the “poverty threshold” in the United States
Census. Census tract indices typically serve to assign three broad socio-economic
classifications: residence in low, middle and high-income areas. Breast cancer
survivability is dependent on a number of social factors such as residing near medical
facilities and having readily available access to care. Numerous American studies have
demonstrated that poor black women who reside in poor neighbourhoods are less likely
to survive when compared to their white women in Canada.

Moderators

Sometimes there are differences between the studies that can create variability in
study outcomes. By recording important study characteristics, researchers can examine
whether the strength o f an effect has been influenced by such characteristics. Moderators,
in this analysis include participant characteristics, contextual characteristics, and design
characteristics. Primary study Survival Rate Ratio (SRR) outcomes were compared on the
following study characteristics. Study sample size did not produce a statistically
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significant correlation (r = -0.05) with the SRR. Due to the size of the sample it is not
surprising that this outcome was not impacted in any way. Data collection year, as well
as retrospective and prospective cohort design yielded non-significant correlations.
Cancer specific and all cause survival, and years of survival follow up were also non
significant (i.e. the differences between outcomes on income, education, or occupation
based measure). In addition the life chances variable was not statistically significant.
Thus all measures were not found to moderate the main effects of survival, stage and
treatment.

Breast Cancer Survival

Table 2 summarizes the results of the epidemiologic studies that included samples
o f both black and white patients, in the United States and Canada and observed the
hypothesis on breast cancer survival among each. All of the studies within the United
States sample were significant at p < .05. As hypothesized, in 41 of the within country
United States studies, a statistically significant survival disadvantage for African
American patients (SRR = 1.52) based on the unadjusted survival analysis was observed.
The results support previous research in that African American women have an increased
risk of death when compared to white women (Joslyn and West, 2000, Basset and
Krieger, 1986, O’Malley, 2003, and Gorey et al, 1997, 2000, 2003). Also, within the
United States sample, being under or uninsured resulted in poorer survival outcomes
when compared to those who have health insurance (SRR = 1.77). Ability to pay for
medical services is one o f the strongest factors relating to a woman’s survival in the
United States. The race-insurance hypothesis is further supported by the work of Gorey
and Milbank, who in 1998 found a statistically significant survival disadvantage (SRR =
2.68) for uninsured African Americans. Lack o f health insurance consequently affects
ones ability to access medically necessary care and treatment thus weakening a person’s
chances o f being well. As in the case of United States breast cancer outcomes,
survivability is largely associated with type of insurance plan and its provisions whereas
the same is not observed in Canada. For example, a team of Canadian researchers
assessed the long term survival rates amongst patients with cancer in Saskatchewan
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between 1967 and 1986. They calculated the relative survival rates from 5 to 15 years
after diagnosis for breast cancer cases. The results confirmed a progression in cancer
survival for all ages due to advances in treatment delivery and early identification (Mao
et al, 1991). Similarly, breast cancer survival increased by 15% when adjuvant systemic
therapy was made available to breast cancer patients in British Columbia. (Oliviotto, et
al, 1994). Canadian survival advantages have been noted for almost all common types of
cancers irrespective o f income, neighbourhood, and working class status, however
caution should be taken with this interpretation as little is known about the experiences of
immigrant populations and breast cancer survival.. Research has concluded that breast
cancer prognosis for African American women are becoming worse over time.
Multifaceted systemic barriers such as the lack o f resources to meet individual health care
needs may be a causal explanation for this phenomenon. And, despite medical advances
which include improved treatments, screening, and pre and post cancer care, African
American women continue to experience poorer survival outcomes.
Interestingly, 56 o f the 62 studies observed a strong association between low
versus high life chances (SRR =1.41), thus confirming that those who are socio
economically disadvantaged tend to have lower breast cancer survival rates. The burden
of breast cancer appears to be borne by American women of colour, with low levels of
education, and who live in poor neighbourhoods (O’Malley, 2002, Perkins 1996). In
addition, when life chances are adjusted for in the American samples, a statistically
significant survival advantage amongst white patients was observed (SRR = 1.43).
Within the Canadian samples, only one study observed a non-significant
association of breast cancer survival between aboriginal and white women (SRR =1.16).
Although Aboriginal status is strongly associated with low-income status breast cancer
survivability remains consistently higher amongst this group when compared to United
States patients o f similar ethnic, socioeconomic, and demographic backgrounds (Gorey et
al, 2003). Not withstanding the importance of recognizing the apparent systemic barriers
experienced by Aboriginal Canadians (isolation, poverty, etc) it does not appear that
these factors contribute to decreased cancer survivability. Furthermore, 18 of the
Canadian study samples that observed low versus high life chances variables yielded a
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non-significant value (SRR =1.18). This outcome implies that breast cancer
survivorship in Canada has relatively little to do with socioeconomic status.

TABLE 2. Meta-Analytic Findings Relevant to Hypothesis on Breast Cancer
Survival

Association

Number of Studies

Survival Rate Ratio (a)

Within United States
African American (AA) vs. white

41

1.52*

Under or uninsured vs. insured

25

1.77*

Low vs. high life chances

56

1.41*

AA/White - life chances adjusted

22

1.43*

Ecological Measure

14

1.21*

1

1.16 (ns)

Within Canada
Aboriginal vs. white

Low vs. high life chances
18
1.18 (ns)
* p<.05. Combined probability by method of adding weighted z_s. (Rosenthal,1979).
(a) Weighted (1/standard error 2) means (Greenland, 1987).

Breast Cancer Stage
Thirty one American studies looked at the association of race and breast cancer
stage. Previous research indicates that African American women have lower incidence of
breast cancer than white women however, they experience less favourable health
outcomes stage for stage. In general, studies report that American white women present
with lower stage one and two tumours whereas African American women present with a
higher proportion of stage three tumours for all stages combined (Henson, Chu, Levine,
2003). The present analysis estimated a twofold increase in the number o f African
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American women presenting with advanced breast cancer stage upon initial diagnosis
(SRR = 2.20). Breast cancer survival is heavily dependent on the stage in which the
cancer is initially detected. Advanced stage for African American women may be due to
differences such as access to care, socioeconomic factors, and lack of health insurance.
Under insurance was statistically significant in relation to advanced stage (SRR = 1.61).
A previous study that looked at the demographic determinants of breast cancer stage at
diagnosis observed that Medicaid patients were 4.7 times more likely to have late stage
diagnosis and uninsured patients were 2.6 times more likely to have a late stage diagnosis
(Vandurme et al, 2000). Scholars in the field have not ruled out the possibility of a
genetic or biological explanation for such differences. However, it is worth noting here
that although social theories o f disease have flourished over the course of the past 25
years, the human genome and gene biology has not changed.
Similar outcomes for low versus high life chances (SRR = 1.44) were observed.
Studies assessing the association of life chances and stage have concluded that black
women in lower SES groups are more likely to have higher rates of remote cancer disease
(cancer metastasized beyond the breast and into neighbouring organs), and had a 25%
higher projected breast cancer death rate with a greater percentage of deaths classified as
“preventable”(Farley & Flannery, 1989). Six studies observed race adjusting for life
chances (SRR = 1.29) also resulting in a statistically significant outcome, further
indicating that the effect of race and breast cancer stage is minimized when life chances
are adjusted. Ecological measures and age o f 65 years and older were not significant in
the American samples. These outcomes may be due to the small number o f studies that
looked specifically at this association. Rural-urban differences in breast cancer stage have
been well documented in the literature. Factors such as a person’s proximity to health
care facilities, treatments, and screening programs differ between rural and urban
communities. When comparing African American to white women, black women who
reside in rural areas tend to be poorer, have lower education, and present with more
advanced breast cancer malignancies (Liff, Wong-Ho, & Greenberg, 1991). Many socio
economically disadvantaged women living in rural areas are at risk due to disparities in
resources in rural communities and the availability of services and treatments. Other
researchers have found that African American women have less favourable cause specific
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survival than white women for nearly every combination of stage and grade regardless of
age. Age is an important variable to consider, and it is a crucial prognostic factor;
however when breast cancer is considered younger patients have the highest rates of
mortality (Swanson & Lin, 1994).
Evidently, none o f the selected studies observed the associations of race, life
chances and breast cancer stage in Canada. Universal access to health care and lack of
scholarly contribution to this subject area may be possible explanations for the
phenomenon.

TABLE 3. Meta-Analytic Findings Relevant to Breast Cancer Stage.

Association

Num ber of Studies

Within United States
African American (AA) vs. white
65 years of age or older (Medicare eligible)
Under or uninsured vs. insured
Low vs. high life chances
Race adjusted for life chances
Ecological Measure

Rate Ratio

31
2
9
19
6
5

Within Canada
Aboriginal vs. white
Low vs. high life chances
*p<.05

2.20*
1.30(ns)
1.61*
1.44*
1.29*
1.18(ns)

0
0

Breast Cancer Treatm ent

Table 4 presents the meta-analytic findings regarding breast cancer treatments. In
1989, Dier et al published one of the largest studies that specifically looked at racial
disparities in breast cancer care. This study assessed the quality of care for 7781 women
in 107 hospitals throughout the United States. The results of this study confirmed that
black women were less likely than white women to receive prognostic tests, less likely to
receive radiation therapy and mastectomy, and were less likely to receive rehabilitation
supports following treatments (Unequal Treatment, 53). Disparities in access and quality
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o f care for African American women are well documented and identify lack o f health
insurance, low education, and low income as being common barriers to preventative
cancer care. Many of the studies identified that African American women present with
advanced disease, are less likely to be presented with treatment options and more likely
to have poorer prognosis when compared to white women. Within the American sample,
17 studies were indicative of hypothesis support. African American women were less
likely to receive any form of breast cancer treatment (SRR = 1.30) when compared to
white women. Low versus high life chances were observed to be statistically significant
(SRR = 1.22). Many women who experience poorer socioeconomic status often have
poorer health insurance plans if at all, thus restricting their ability to access the most
effective course o f treatment. In addition, even when universal access to cancer care is
assured, there are still racial disparities in breast cancer diagnosis and treatments
(Unequal Treatment, 2003; Jatoi, Becher, & Leake, 2003, Elmore, Moceri, Carter, &
Larson, 1998). When age (over 65) race, and life chances are adjusted, black women did
not have a statistically significant outcome when treatment is considered.
Canadian studies in this sample revealed a statistically significant outcome when
low versus high life chances were tested (SRR = 1.50). Given the sparseness of the
country, it is difficult to determine how urbanity is defined in many studies. Often urban
and rural areas are mixed thus making it difficult to assess indicators such as ones ability
to access primary care, the stage at diagnosis, and treatment. In addition, research
suggests that people in Canada’s rural areas have poorer health statuses and greater needs
for primary care, yet they are not as well served and have more difficulty accessing health
care services than people in urban centres. Furthermore, there are serious disparities
between the northern parts o f Canada and the Southern part and between people who live
in Atlantic Canada and the rest of the country (Romano w, 16). Community health care
service endowments may also provide an explanation for this outcome. Primary health
care services are much more prevalent in the more fully developed, richer, and more
populated provinces in contrast the provinces with fewer hospitals also have the reduced
ability to prevent and resolve health problems before hospital care is needed.
Canadian researchers in the provinces of British Columbia and Ontario have
observed a strong association between the use of adjuvant systemic therapy (combination
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of tamoxifen and chemotherapy) and survival for women who have been diagnosed with
stage 1 and 2 breast cancer and who are at high risk of relapse and death (Olivotto et al,
1994; Sawka et al, 1996). In the Ontario cohort, a trend towards the increased use of
adjuvant therapy was found to be greater amongst women residing in areas of higher
socioeconomic status. The same effect was not observed in British Columbia. Another
Canadian study sited urbanity, travel time and family income as variables affecting
access to treatment (Goel et al, 1997).

TABLE 4. Meta-Analytic Findings Relevant to Breast Cancer Treatment

Association

Number of Studies

Within United States
African American (AA) vs. white
Age 65 and older (Medicare eligible)
Low vs. high life chances
Race adjusted for life chances

1.30*
1.18(ns)
1.22*
1.13(ns)

17
4
21
10

Within Canada
Low vs. high life chances
*p<.05
** Urbanity-mixed.

Rate Ratio

1.50**

9

Breast Cancer Tumour Characteristics

Many epidemiological studies have observed the association between race and
tumour characteristics. In table 5, race is statistically and significantly associated with
more aggressive tumour markers (RR = 1.59) in the American sample. This finding is
consistent with previous analysis conducted in Detroit Michigan. The results indicated
that black women were seen with distant disease, large tumour size and higher frequency
node negative disease upon initial diagnosis (Velanovich et al, 1999) .Black women with
breast cancer tend to present with high grade estrogen receptor negative (ER-) tumours.
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Patients diagnosed with ER- tumours are known to respond less favourably to cancer
fighting therapies and have shorter disease free intervals. Within the black population,
women with ER- disease tend to present at younger ages (Hunter, 1999). Several studies
have demonstrated that even after adjusting for variables such as age, stage and tumour
characteristics, black women continue to have significantly higher stage tumours, larger
tumour size, positive lymph nodes, and lymphatic invasion (Elmore, Moceri, Carter, &
Larson, 1998). In this present study, a women who has lower life chances is twice as
likely to have more advanced tumours (RR = 2.03). Poverty and enrolment in Medicaid
programs are sited to be tremendous risk factors even when other covariates are
controlled for. Poorer tumour characteristics are prevalent when race adjusts for life
chances within the United States sample (RR = 1.77) speaking to the fact that poor people
are likely to have undesirable health outcomes. Evidently, none of the selected studies
looked at the association of race, breast cancer survival and tumour characteristics in
Canada.

TABLE 5. Meta-Analytic Findings Relevant to Tumour characteristics

Associations

Number of Studies

Rate Ratio

21
2
2

1.59*
2.03*
1.77*

Within United States
Race - tumour characteristics
Life chances - tumour characteristics
Race - Life chances adjusted
*p<.05
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Limitations
The majority o f this study sample reflects the magnitude of the effects of race and
breast cancer survival in the United States. There are more opportunities to study race
within the American context because race is coded in government data bases. This is not
current practise in Canada and it is difficult to make global generalizations about the
presence o f the phenomena in Canada. When compared to the United States there is a
substantial lack of Canadian literature which causes inconsistencies and often contributes
to an insufficient understanding of the effects of the problem amongst the general
population and amongst the different racial and ethnic groups. This was apparent when
searching for studies that measured class and race health outcomes for Canada’s
aboriginal peoples. The lag o f data collection on this topic is set at approximately 10
years with the majority o f studies published in 1980-1990. One might assume that since
that time a number of changes have occurred particularly within the health policy arena.
In Canada, for example, the province of Alberta has moved towards an Americanized
health care system. Federal contributions to health care funding have drastically declined
and shifts towards privatization have emerged. Thus there will be a significant need for
continued surveillance in order to stay on top of recent health policy changes. Although
lack of data may be regarded as a study limitation, it points to a significant difference in
the way that the two nations manage health care. Thus health and social policy
implications may be drawn from this fact alone and may serve as a fundamental study
finding. It is evident that future research is needed in order to truly understand and
confirm the presence o f health disparities and institutional racism in Canada.
It is also important to note that this study’s SES variable was census based and
could therefore fall under the scrutiny of the “ecological fallacy”. Many of the studies
provided ecological indices such as that which would be found in larger cancer registries
(i.e. census tracts). Ecological studies tend to be much more cost effective and time
efficient. Many scholars have asserted that information bias can intrude when assigning
individual cases specific ecological measures such as income (Mackillop et al, 1997).
Likewise, racial comparisons have thus far imperfectly adjusted for life chances. For
example, census tracts have been used to draw conclusions that in poor neighbourhoods
the black poor are poorer than the white poor. Such residual confounding can be
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misleading and present biased outcomes that may overestimate or underestimate a studies
effect size. Furthermore, there is a great need to accomplish national and international
studies that include individual level measures of life chances (i.e. income). The present
study included relatively large, population based studies that used highly valid data and
homogenous research methods to assess the relationship between race and breast cancer
survival. Such information predominates and can be found in North American cancer
registries. However future research will need to focus on ways to account for life chances
to fill research gaps that may eventually lead to more informative health policy
implications.
The results of this study minimally provided insight into the effects of race, class
and biology on breast cancer survival. Scholarly debates have flourished with respect to
how much or how little each effect impacts on a women’s survivability from cancer.
Conservative biologic views that appear to inform policy development tend to view
survival in terms of biologic and genetic cause further breeding ignorance to more
structural and oppressive views of life chance effects. Future research is warranted to
adequately tease out the effects in both countries.
Evidently, there is a strong and apparent racial effect on breast cancer survival in
the United States which is evidenced by the numerous studies that lend support to this
claim. In contrast, there is a profound lack of routine collection o f race/ethnicity relevant
data in Canada. Race is not coded in any Canadian cancer registries making it impossible
to even begin to ascertain the effect of race on breast cancer survival. Instead, many
Canadian studies focus on life chances irrespective of the unique experiences immigrant
and aboriginal populations. Canada prides itself on being a multicultural country. In an
era of increased immigration research and attention on the health needs and conditions of
multicultural populations is needed. Future research is needed to ensure that policies are
in place to protect all people and surveillance must continue to ensure that people of all
cultures are treated fairly.
It is also important that researchers take precautions to ensure that the studies
used in the meta-analysis are coded similarly, and that a common set o f studies are made
available to other coders. The literature search is the point at which the greatest form of
bias occurs. The best protection against bias is to include a thorough description of the
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procedures used to locate the studies so that the reader can make an intelligent assessment
of the representativeness and completeness of the data base for a meta-analysis (Glass,
60). This present analysis identifies all of the studies used in the sample. All coding tools
are appended and will allow for easy replication for future analysis.
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Hypothesis Support

The following provides an overview of the stated hypothesis and outcomes. Those
not supported are noted in bold type print.

•

Having health insurance as well as the quality of the health insurance coverage
are significantly and favourably associated with breast cancer survival [United
States (US) health insurance-breast cancer survival study outcomes will be
combined].

RESULT:

S

Within the U.S. sample, being under or uninsured resulted in poorer
survival outcomes when compared to those who have health insurance
(SRR = 1.77).

Race/ethnicity (being African American [US] or Aboriginal [Canada]) is
significantly and unfavourably associated with health insurance status, life
chances, and breast cancer survival [race/ethnicity- health insurance status, life
chances, and breast cancer survival study outcomes will be combined separately
within each country]. The effect of race/ethnicity is expected to be significantly
larger in the United States than in Canada.

RESULT:

*

In the within country U.S. studies, a statistically significant survival
disadvantage for African American patients (SRR =1.52) based on the
unadjusted survival analysis was observed.
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v' Within the U.S. sample, being under or uninsured resulted in poorer
survival outcomes when compared to those who have health insurance
(SRR =1.77).

S

A strong association between low versus high life chances was observed
(SRR = 1.41) in the U.S.

Within the Canadian samples, only one study observed a non-significant
association of breast cancer survival between aboriginal and white women
(SRR =1.16). Hypothesis not supported.

•

Low socioeconomic status is significantly and unfavourably associated with
breast cancer survival in the United States but not in Canada [life chancesbreast cancer survival study outcomes will be combined within each country].
The effect o f life chances is expected to be significantly larger in American
than in Canada.

RESULT:

S

A strong association between low versus high life chances (SRR = 1.41)
was observed in the U.S. cohort o f studies.

S

Canadian study samples that observed low versus high life chances
variables yielded a non-significant value (SRR =1.18).

•

The affect of race/ethnicity on breast cancer survival is primarily a
sociological, rather than a biological phenomenon.

a) Biologically mediated, and probably genetically determined tumour markers,
do not differ significantly between African American, Aboriginal and white
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breast cancer patients [race/ethnicity-tumour marker study outcomes will be
combined].

•S Race is statistically and significantly associated with more aggressive
tumour markers (RR = 1.59)in the American sample.

None o f the selected studies looked at the association of race, and tumour
characteristics in Canada.

b) The race/ethnicity-breast cancer survival association, adjusted for tumour
biological markers is significant, strong and unfavourable for the members of
racial/ethnic minority groups [race/ethnicity-breast cancer survival (tumour
marker-adjusted) effects will be combined]. The effect of race/ethnicity is
expected to be significantly larger in the United States than in Canada.

■S Poorer tumour characteristics are prevalent when race adjusts for life
chances within the U.S. sample (RR = 1.77)

None o f the selected studies looked at the association of race, breast
cancer survival and tumour characteristics in Canada.

c) The race-breast cancer survival association, adjusted for health insurance
status and/or life chances is both statistically and practically insignificant
[race-breast cancer survival (life chances and/or health insurance statusadjusted) effects will be combined within each country]. The biological effect
o f race, per se. is expected to be similarly nonexistent in Canada and in the
US.
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When life chances are adjusted for in the American samples, a statistically
significant survival advantage amongst white patients was observed
(SRR = 1.43). Hypothesis not supported.
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Discussion
Population based data in the United States have demonstrated a persistent
association between black women and breast cancer survival. Despite advancements in
medical treatment, screening, and detection, black women continue to experience
advanced stages of disease, poor prognosis, and higher breast cancer morality rates when
compared to white women. Black women in the United States who are uninsured have
more aggressive tumors at initial diagnosis, and lack health insurance thus limiting their
ability to access the most effective forms of breast cancer care and treatment. The impact
of these different between country comparisons revealed that life chances-breast cancer
survival gradients were strongly observed in the United States cohort. The strongest
underlying outcome appears to be related to the experience of poverty. Lack of financial
means serves as a significant barrier to health care as it is directly linked to the type of
health insurance an American woman receives. And, the type of insurance is also
associated with stage, treatments and with survival. This study along with many others
have consistently and practically summarized how the United States Medicare and
Medicaid programs necessitate the contribution o f significant personal and financial
resources to minimally meet necessary care. Generally this studies finding observed
strong associations of income inequality and health care access. However, when stage
and treatment for American black women over the age of 65 is factored in the effect of
race on stage and treatment is no longer significant. At 65 years of age such women are
eligible for Medicare in the United States and although this program has its limitations it
does ensure that women are provided with the assurance of having some medical care
options. Canada is not without its own health care limitations. However, one clear effect
is that Canada’s comprehensive universal health care program ensures quality health care
for every Canadian and is not related to ones ability to pay for it. It ought to be noted
however that Canada is not without its health inequities. The patterns of associations
primarily implicates differences in the two health care systems with Canada being the
more egalitarian in access to preventative services and treatments , compared with the
United States insurance driven, multi-payer system that does not guarantee equitable
access to such services.
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Extensive literature reviews have pointed to the fact that women are dying in
many cases, not because of their illness but because of poor socioeconomic status .
Socioeconomic barriers, however do not fully and clearly explain the unique patterns of
breast cancer observed in black women. This study replicates the findings of others that
found that even after controlling for age, stage, treatment, insurance and life style factors,
race continues to be strongly and significantly predictive of lower breast cancer survival.
Many scholars in the field have attempted to explain this phenomenon by inferring that
African American ethnicity may be an independent predictor of breast cancer mortality
because o f ethnicity related variation in tumor biology. Furthermore when ethnicityrelated health care outcomes in equal access systems were studied ethnicity remained a
strong predictor o f cancer mortality. It would appear that some of the study outcomes
may be explained by the presence of covert and overt processes if institutionalized
racism. Researchers attempt to find biological differences on survival outcomes despite
the fact that geneticists have demonstrated that the differences between classically
described racial groups account for only 10 % of genetic variation (much o f which is due
to genes associated with skin color) (Bowser, 367). Institutionalized racism affects our
understanding of health outcomes, differences in survival rates, disparities in treatments,
and differences in our understanding o f the cause of disease. Health determines life
options and chances and chronic health conditions can affect a person’s ability to provide
for themselves by impairing earning capacity and in turn affecting quality of life in every
sense. This meta-analysis gives credence to a number of extremely important social and
health policy issues. If anything it highlights the ever present theoretical underpinnings
that define the dire effects o f poverty that reach beyond hardships for individuals and
families. Health determines life options and chances and chronic health conditions can
affect a person’s ability to provide for themselves by impairing earning capacity and in
turn affecting quality of life in every sense.
One of the current challenges in the health policy field is in overcoming class
disparities in health care. Little emphasis has been devoted to the unique stressors of the
immigrants, and of the multidimensionality of institutional discrimination in health care.
More attention is needed on how the experience of institutional racism affects individual
health and society as a whole.
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Conclusion
Improving population health and eliminating racial and health care disparities will
require a redefinition of all policies that directly or indirectly affect health and a new
commitment those affecting income, education, employment, and housing. Promoting
global activism, through education and research will fundamentally change the
misconceptions of the breast cancer disease. Social workers will be called to advocate for
the inclusiveness o f medicine and its practitioners, and to be culturally sensitive to
minority women. As a profession we are intimately connected to the health and well
being o f people and should therefore devote more time to study and research in this area.
To date, very little social work literature exists to educate and inform current and future
practitioner’s health disparities. Policies, strategies, and programs should be based on
evidence and informed by needed research.
There are a number of health policy implications that can be drawn from the
outcomes o f this study. Research has consistently demonstrated that the United States
health care system is not working to meet the needs of all people. The effects of
privatization have resulted in millions of Americans living without health insurance.
Persons without insurance have virtually no way of accessing any kind of preventative
services, cancer screens, or primary care for the management of chronic health conditions
such as cancer. Opportunities for healthy productive lives are lost and it is astonishing
indeed that women are dying of a disease that if diagnosed in time is highly curable.
Canada has much to learn from the experiences of the United States. Conservative
political tides have moved closer towards privatizing Canada’s health care system as a
means o f cost control and a way of improving public service. Markets cannot solve
public problems like health care. In fact markets have proven to make health problems
worse. The underlying goal is to eradicate racial disparities in health care as such bias
leads to needless suffering and countless excess deaths. It is time for our profession on
both sides o f the border to play a more proactive role in educating and empowering all
persons to advocate for what is a civil and universal right.
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Appendix A:
Codebook for Primary Study Data Extraction
Study Identification
Study ID #
Study APA Citation:

Pub Year:
Data Year:

Research Question/Hypothesis:

Independent Variable (IV)

Dependent Variable (DV)

1. Health insurance status

1. Breast cancer survival

2. Race

2. Breast cancer stage at
diagnosis

3. Income

3. Treatment

4. Education

4. Health insurance

5. Occupation

5. Tumour characteristics

6. Tumour Characteristics
7. Hollingshead
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Central Study Hypothesis:
1. Race-survival

8. Race- (lc adjusted)-stage

2. Race-stage

9. Race-(lc adjusted)-treatment

3. Race-treatment

10. Race-insurance

4. Life chances (lc)-survival

11. Race-tumour characteristics

5. Life chances-stage

12. Tumour characteristics-survival

6. Life chances-treatment

13. Life chances-Tumour

characteristics
14. Tumour characteristics-treatment

7. Race- (lc adjusted)-survival

Critical Comparisons:
1. Within country, Canada
2. Within country, United States
3. Canada-US comparison

Research Design Characteristics:
Research Design Typology:
1. Retrospective cohort study
2. Prospective cohort study
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Sample Size:_________
Minority Sample Size: _
Attrition/Drop-out Rate:

Level o f IV Measurement:

If Ecological, Arial Units

1. Individual

1. Enumeration Area

2. Ecological

2. Census Tract
3. Census Subdrvision/county

Co-Variates Adjusted For in Analysis:
Life Chances Adjusted
0 = No
1 = Yes

Survival Model 1:

Survival Model 2:

1. Cancer-Specific

1. Observed Survival

2. All-Cause

2. Relative Survival

Years o f Cohort Observation:____

Typical Survival Follow-up (years): _
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Characteristics of the Participants:
Age Range:
1. <25
2. 25>50
3. 50>65
4. >65

Urbanity:

Place: See Open Code Sheet

1. Urban
2. Rural
3. Both

Statistics:
Survival Rate Ratio:_________
95% Confidence Interval (lower):_______
95% Confidence Interval (upper):________
P-Level:
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P Levels coded as: 1 = NS
2 = p<.10
3 = p<.05
4 = p<.01
5 =p<.001

Standard Error:_____________
Procedural Definition of the IV: See Open Code Sheet
Procedural Definition of the DV: See Open Code Sheet
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Appendix B.
Procedural Variable Definitions

IV Procedural Definitions

Income
1. < 15,000
2. 15,000 >30,000
3. 30,000 >45,000
4. > 45,000
5. Hollings head (combines education and income)
6. High income tertiles
7. Low income tertiles
8. Low income deciles
9. High vs. Low income
10. High vs. Low income quintiles
Occupation
11. Prof/managerial vs. Admin/clerical
12. Blue collar/Working class
13. Unemployed
Education
14. High School
15. College grad
16. No High School
17. Moderate education (tertiles)
18. Lowest education (quintiles)
19. College
20. No College

Race
21. Black
22. White
23. Aboriginal

Tumour Characteristics
24. ER+; ER25. ER-
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26. Tumour Size > 4cm
27. Pathological Node Status Level 0

Health Insurance Status
28. Medicaid (FFS)
29. Medicaid (HMO)
30. Private Insurance (non-HMO)
31. Medicare (HMO)
32. Uninsured
33. Private
34. Medicaid/Welfare
35. HMO - Private FFS
36. HMO - FFS
37. Medicare

DV Procedural Definitions
Breast Cancer Survival
1. Survival
Breast Cancer Stage at Diagnosis
2. Historical (in situ, local, regional, distant)
3. TNM/Clinical (late stage vs. early stage)
4. EOD (extent of disease SEER)
5. Advanced
6. Early
Breast Cancer Treatment
7. Breast conserving surgery
8. Surgery with radiation
9. No surgery
10. Adjuvant therapy
11. Chemotherapy
12. No radiation
13. No immunotherapy
14. Radiation
15. Local excision only
16. Tamoxifan
17. Cancer directed treatment
18. Combination (radiation, chemotherapy, surgery)
Tumour Characteristics
19. Number + lymph nodes
20. ER -
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21. Tumour size < 1cm
22. Tumour size 1cm > 5cm
23. Tumour size >5 cm
Insurance
24. Private - Non - HMO
25. Uninsured

Covariates Adjusted for in Analysis
1. age
2. age, stage
3. hospital type, age, education, neighbourhood, time period
4. age, stage, histology, HR status
5. age, marital status, stage, insurance (Medicaid Medicare), poverty, treatment
6. stage, grade, node status, treatment, age, income, education
7. none
8. college, poverty
9. age, marital status, smoking, urbanity, co morbidity, stage, treatment, education,
income
10. age, stage, treatment
11. number + lymph nodes, tumour diameter, ER status, SES
12. age, urbanity, tumour grade, ER/PR status
13. stage, surgery, age, income, hospital
14. stage
15. age, marital status, income, HMO enrolment
16. age, stage, marital status, income, HMO
17. age, histology, tumour size, number lymph nodes, ER/PR, surgery, radiation
18. age insurance, residence
19. age, insurance, education, class
20. treatment
21. HMO enrolment, age, marital status, health status, employment status, missed Dr.
Appointments
22. age, co morbidity, Dr/Pat relationship, length delay in treatment
23. age, time o f diagnosis
24. age, stage, histology
25. stage, residence
26. stage, residence, education
27. education, residence
28. age, insurance
29. age, year of diagnosis, cancer catchments area
30. SES, cancer history, county, year o f diagnosis, education, census
31. age, education, poverty
32. age, year of diagnosis
33. age, stage, pay code
34. age, stage, pay code, treatment
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Place
1. Arkansas
2. Toronto
3. Sacramento California (and counties)
4. SEER Regions
5. Detroit (3 county)
6. Ohio, Pennsylvania, New York State
7. Florida State
8. Lexington, Kentucky
9. London/Hamilton, Ontario
10. Brooklyn, New York
11. Dept, o f Defence Tumour Registry (ACTUR)
12. Toronto, vs. Detroit
13. Winnipeg, Manitoba
14. Winnipeg vs. Des Moines Iowa
15. Des Moines, Iowa
16. Michigan
17. San Francisco Bay
18. Honolulu
19. Toronto vs. Honolulu
20. Metro Connecticut
21. New Jersey State
22. Orange County, California
23. New York City
24. North Carolina
25. Atlanta, New Orleans, San Francisco
26. Ontario Cancer registry
27. Chicago
28. New York State Tumour Registry
29. Georgia - Rural
30. Ontario vs. British Columbia
31. North Washington State
32. Detroit Metro
33. Los Angeles
34. Cleveland, Ohio
35. Texas
36. 50 states, Puerto Rico, District of Columbia
37. Pittsburgh
38. USA vs. CAN
39. British Columbia
40. Toronto vs. Washington, California, Connecticut
41. Washington, California, Connecticut
42. Vancouver
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